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DEPARTMENT OF HEALTH ANL) HUMAN SERVIGED FURIVE APPROVEU
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUFFLEER/CUIA - {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFtCATION NUMBER: COMPLETED
A. BULLDING 0f - MAIN BUILDING Q1
B. WiNG
445013 11/13/2012
MAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CitTY, STATE, ZIP CODE

2700 PARKWOOD AVE

NHC HEALTHCARE, CHATTANOOGA CHATTANOOGA, TN 37404

(%4 ID SUMMARY STATEMENT OF DEFICIENCIES ’ o PROVIDER'S PLAN OF CORREGTION {x5)
PREFILX {EACH DEFICIENCY MUST BE PRECEDED BY FLILL P PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSG ICENTIFYING INFORMATION) ~ +  TAG .  CROSS-REFERENCED TO THE APPROPRIATE DATE
' ! DEFIGIENCY) o o
’ | k038 85=D
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038" | Gorrective Action:
§5=D| . L o ' | . The exit area by laundry will be cleared
Exit 309535 1‘5 z;lr:angeq 50 thatdex"s arg;l;eadl:_y ‘ *1 80 that there can be clear exit egress. To
i ?C;:ess; 9923‘.’ all imes in accordance wilh section ' | pe comp[eted by 12115/12

“| 2. The exit door by room 428 will be
: ' | repaird to release upon activation of the

| -: | fire atarm. To be completed by: 12115112
i : : o o :
. ) ) _ . . [3. CNA's will be reinserviced on keeping

This STANDARD 5 not met as evidenced by: | all carts or obstructions on one side of the

Based an observation, the facility failed ta assure . ' | hattway or removed from hallway to atlow

all exits were readily accessible and free from ! for an exit access of at least 4 feet. To be

obstructions. : completed by; 12130112

The findings include: | | 1dentifying Other Patients / Areas;

. i "1 1. Al other exits were clear of an
Observation on November 13, 2012 belween the | : obstr':;:io?'nrs. ' rec Y
times Of 2:30 O.m. ang 4:05 p.m. revealed the ) . 2‘ A“ Other E)(lt GOOFS l'9|Based Upon

{ollowing exits were obstructed;

-1 activation of fi .
1. Back exit doors in the laundry department activation of fire alarm

¢ould not open completely due to various items : Measure & Changes 1o be taken:
stored outsids in frent of the exit dowrs. " ; "
- - - i ... .| 1. None other than cormrective action
2. Carts, Lifts, Weight Scales, and ¢ther objects - detai!ediaﬁv_e'.'
were not being used and left in the corridor
throughout the day during the survey. ! | Monitorin ! .
. . . - g Performance:
3. 'Ex.et door by room 428 did not release upon | Administrater or designee will use a QA
activation of the fire alarm. ' | monitor that will be developed to check
: ] : "I exits are free of obstructions, exit doors
These findings were verified and acknowedged | release during fire drills and corridors have
by the rmaintenance direclor during the exit : ‘| at least 4 feet exit access. The QA
conference on November 13, 2012, '_ | monitor will be monthiy for 2 months with
K 050 1 NFPA 101 LIFE SAFETY CODE STANDARD K 050} results reported to the QA Committee
ss=F| ‘ ) E i | congisting of Medical Director or Physician
Fire drills are held at urisxpected times under ‘| Designee, DON or Designes, ADM or Asst
varying conditions, at teast quarterly on each shift. -] ADM, SW, Dietician and other team
The staff is familiar with procedures and is aware members. After 2 months of manitoring,

that drills are part of established routine, : QA frequency may be reduced dependin
Responsibifity for planning and conducting drills is : on resx?lts. Tg be gompleled by: P 9 |12/8012
: I. i

{¥6) DATE

N i L. -
LABORATORY DI OR'JOR HRGYI w ENTATIVE'S SIGNATURE TITLE
] [

Any deﬁcienc)"gtalemmt andir‘{ with an asterisk () deréés a deficiency which the institution may be excysed from correcting providing it is detenmined that
othar safeguards provide sufficient protection to the nafients, {See inslruclions.) Excep! for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whather or not a plan of cosrection is provided. For nursing hames, the above findings and plans of coreeclion are disclosable 14
days following the dale these documents are made availabie ta the facility. It deficiencles are cited, an approved pian of correction is requisite to continued
program participation. ,
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF CEFICIENCIES {(*1) PROVIDER/SUPPLIERICLIA, {%2) MULTIPLE CONSTRUCTION {X3} DAYE SURVEY
AMND PLAN OF CORRECGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
445013 B. WING 1111312012

NAME OF PROVIDER QR SUPPLIER

NHC HEALTHCARE, CHATTANOOGA

STREET ADDRESS, CITY, STATE, 2IP CODE
2700 PARKWOOD AVE

CHATTANOOGA, TN 37404

SUMMARY STATEMENT OF DEFICIEMIIES '

{X4) ID 0 PROVIDER'S FLAN OF CORRECTION i 5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FILL ' PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
'a . _ ... DEFIGIENGY)
;' ' K050 S8=F
K 050 | Gontinued From page 1 : K 050 | Corrective Action:
assigned only to competent persons who are : ; Though gl?rz reﬁd?ms t'de"l‘{gld V:ere
» qualified to exercise feadership. Where drills are | far remaved from the location Of 1ae 1ire
! conducted between 9 PM and 6 AM a coded - { drill on Station 3 and seperated by multipte
announcement may be used instead of audible : ﬁ“.:" doorg,, al Nursing Staff will be
alarms.  19.7.1.2 : remsen{:ced on removing residents from
; | the corridor and common areas during fire
: { drills and in the event of a fire. To be
| completed by: 12/30/12
Th|s STANDARD is not met as evidenced by: e . .
! Based on observation, the facility failed to assure | udegt:afyé?!?e?::;r dz;‘:f;t;fegr;:;‘e 4 during
' the safely of the residents during the fire drill. {ine observad fire drill
: Observation on November 13, 2012 at 4:10 p.m, !
| Measure & Changes to be taken:
: revealed during the five drill residents were left : . )
' out in the corridor and commons ares in station 1 : :lét:i?n de cgha; than corrective action
' and station 2 of the faciliy. 5 " ed above,
- This finding was verified and acknowt2dged by | ;ﬂgrr:‘lton?g tPerfognanci wil QA
| the maintenance director duting the exit : : inistrator or designee Wit Use a
| conference on November 13, 2012, mon::tlor that r:\l.«.':ll be developeddto mor;v:tor
i ) : TV EVPYE STALM A corridors and common areas during fire
I;EESE : NFPA 101 LIFE SAFETY CODE STANSARD K 062" drills. The QA monitor will b monthly for 2
=T p - -~ months with results reported to the-QA
B e e Commie coning o il i
| condition and are inspettad and tested i grnﬁysiiantli%srgng\en} D[? h:.c.r Des'gnee'
; or Ass , SW, Dietician an
i ge_;lgdlvally 19.7.8, 4.6.12, NF#A 15, NFPA 25, ~other team members. After 2 months of
et . monitaring, QA frequency may Hie reduced
- . depending on results. To be compieted by: | 12/30/12
| 5 8=D
L This STANDARD Is not met as evidunicad by: R o ction:
| Baseg on observation and record review the "1 The control valve in the fire pit will be
facﬂif_\,[; Failed to‘ais;:(z all sprinder coiponents ' repaired or replaced. To be completed by: | 12/30/12
. were being maimatried. 2. The wet system sprinkler head outside
; e il e . the kitchen utility room will be replaced
 The findings include: ; » with a dry system sprinkler head. Tobe | 12/30112
! . ) ) : com teted b
i Observation and record raview ot Moveairder 13, : P (cn:tlnued on next page)
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tLalh R ISN L NN 1w MAre ot
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0933':6\591
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
445013 B.WiNG 1171312012
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, $TATE, ZIP CODE
2700 PARKWOOD AVE
NHC HEALTHCARE, CHATTANOQGA CHATTANOOGA, TN 37404
{X4) ID | SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (15)
BREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL b PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS | REGLIATORY ORLSC IDENTIEYING INFOQEMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
: DEFICIENCY)
! ; " K082 continued:
K 082 ; Contimued From page 2 ' K082
i 2012 between the times of 12:00 p.m. and 3:00 i Measure & Changes to be taken:
i p.m, revealed the following: ' ¢ 1. None other than corrective action
!1. Record review revealed the control valve in " detailed above. 12130/12
{ the fire pit could not operate and neededto be _
i replaced. * Monitaring Performance:
i 2. Observation in the outside kitchen utility room : 1. Administrator or designee will use a QA
I had a wet system sprinkler head that was subject '| monitor that will be developed to monitor
‘ {o freezing weather. tha cantrol valve in the fire pit to engure it
i operates properly. The QA monitor wilt
| These findings were acknowledgad and verified begin after the control valve has been
i by the maintenance director during the exit repaired of replaced. The QA monitor will
i conference on November 13, 2012. be monthly for 2 months with resulis
K 144 ; NFPA 101 LIFE SAFETY CODE STANDARD K 144 reported to the QA Commitiee consisting
s5=D | . of Medical Director or Physician Designes,
| Generators are inspecicd weexly and exercised DON or Designee, ADM or Asst ADM, SW,
1 under load for 30 minules per menib in i . Dietician and other team members. After
| accordznce with NFPA 89, 3.4.4.1, : i 2 months of monitoring, QA frequency may
; ! be reduced depending on resulls. To be 12130412
;. ! completed by:
! . B
; : - K144 85=D
i ~ Corrective Action:
oo T : - The generators will be inspééted and
: i "~ exercised under load for 30+ minutes per
: " month in accordance with NFPA 99, To
! ! be completed by: 12/30/12
This STANDARD is not met as evidented by, d
Based an record review the faciity faizd to run t ldentifying Other Patients / Areas:
tie generator for 30 minutes monthly, : 1. No other areas were identified during
| + the survey.
| Record review on November 13, 2012 at 11:45
a.m. revealed that the generator was being run - Measure & Changes 10 be taken:
for approximately fitteen (15) to twenty (20) . 1. Maintenance Staff will be inserviced on
minutes monthty. " inspecting and exercising generators
under foad for 30+ minutes per month in
i This finding was acknowledged and verified by . accordance with NFPA 99. To be
! the maintenance director during the exit : compalted by: 12/30/12
: conference on November 13, 2012. : (continued on next page)

!
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FORM APPROVED
OMB NO. 0938-0391

NAME OF PROVIDER OR SUPPUER
NHC HEALTHCARE, CHATTANOGGA

STATEMENY OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBGR; COMPLETED
ABULOING 01 - MAIN BUILDING 01
. 8. WING
445013 11/13/2012

STREET ADDRESS, CITY, STATE, ZIP CODE
2700 PARKWOOD AVE
CHATTANOOGA, TN 37404

{x4) ID SUMMARY STATEMENT OF DEFICIENGIES P PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL i PREFIX - {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFOFHATION) TAG caoss-nessaeggggéa g\:j)& APPROPRIATE
i T | K 144 continued
$$=D: . . . s 1. Administrator or designee will use a QA
! Electrical wiring ant equipment is ia gccordance  monitor that will be developed to monitor
. with NFPA 70, Naticns! Elecirical Cous, 9.1.2 | the inspection and exercise of 2!
. generators under load for 30+ minutes
gach month. The QA manitor will be
s . ‘ manthly for 3 months with results reported
; This STANDARD is nct met as evicenced by, to the QA Committes consisting of Medical
; Based on observation the facility failed lo install Director or Physician Designee, DON or
t and use electrical squipment properly. ; Designee, ADM or Asst ADM, SW,
N Dietician and other team members, After
The findings include: 2 months of monitoring, OA frequency may
. be reduced depending on results. To be
* Observation on November 13, 2012 between the comletad by 12/3012
'I times of 3:00 p.m. ard 5:30 o, revaaled the
followiny locations have elecirica, egayzment K 147 §8=D
installed and used Improperly: : ' Corrective Action:
1. Sprinkler riser roon: in the front lobby has two ° 1. The 2 extension cords in the sprinkler
: (2). gxlension cords instalied and ran above " iser room have been removed. To be 11/30112
ceiling. B - completed by:
2. Rcoms 109, 111, and 117 have cxygen ‘
f concerdrators plugged inlo powst siips. "5 The concentrators in raoms 109,111
B e SO TR T and 117-were removed from being —
| :)h?ge ;igd:pgslw?rﬁéaclgnovrltedggtd ancfi verified plugged into a power strip and plugged into
: by the administrator during the axit conference on thewall. To be completed by:
: November 13, 2012, | pletec by 1113012
; : . \dentifying Othar Patients / Areas:
! j 1. No other areas were identified during
! : the survey,
: ,
i . Measure & Changes to be taken:
; -1. Maintenance Staff will be inserviced on
! ! : the use of extension cords and power 12430112
i _ * strins. To be compslted by:
? ' {continued on next page)
|
i
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